Leprosy in Myanmar is one of the major health problems in both the rural and urban communities. The City of Yangon is made up of27 townships and has a registered leprosy prevalence of 4·61 per 1000 population. I A total of 12, 107 cases were treated in 1986 by special leprosy clinics opened at the various health centres in the City of Yangon. The major problem encountered in most of these clinics is the high defaulter rate. Since the urban leprosy control programme is based on delivery of treatment services through stationary clinics where patients come in for treatment on their own, the defaulter rates are presumed to be high. This is especially a problem in Yangon City where the majority of the health workers' time is spent on opening clinics at the various health centres with very little time left for tracing defaulters. In the rural leprosy control programme, patients are being treated on a domiciliary basis where drugs are being distributed at each patient's house. Because the drugs are delivered to the patient's door-step in rural areas, the problem is not defaulting but whether the drugs are used.
Thaketa Township has a population of 206,000 and is one of the most densely populated townships in Yangon. It had a total of 884 registered leprosy cases in 1986. A leprosy clinic is open, manned by a leprosy inspector (paramedical health worker) at the township health centre. During 1986, paucibacillary cases were given dapsone mono therapy and multibacillary cases were given a monthly single dose of rifampicin 1200 mg for 6 months along with the daily dapsone therapy.
The study was undertaken to discover the defaulter proportion and factors causing defaulters among leprosy patients attending the leprosy clinic at Thaketa Health Centre 
Methods
The treatment charts of 884 registered leprosy cases at the Thaketa Health Centre for 1986 were analysed retrospectively. There were 581 patients taking regular treatment and 303 cases were found to be defaulters. Out of these 303 defaulters 147 cases could not be traced at the address given at the time of treatment. From the treatment records information on age, sex, occupation, classification and the deformity state of the patient was collected.
A defaulter was defined as a leprosy case who did not collect the recommended drugs for 12 consecutive months. The remaining cases were then just categorized as cases under treatment. Out ofthese cases under treatment, cases getting dapsone on a monthly basis, 9 months in a year (calender year) are then defined as leprosy cases obtaining regular treatment.
Cases classified as tuberculoid and indeterminate at initial registration were grouped as paucibacillary cases and the lepromatous and borderline cases were classified as multi bacillary. Table 1 shows that the defaulter proportion is seen to be the highest in the 15-to 29-year age group, amounting to 39·27%, and the lowest is seen in the 0-to 14-year age group, amounting to 21-43%.
Findings
The overall defaulter proportion among cases registered for treatment at the Thaketa Health Centre is 34· 16% (95% CI 31'03-37·29%).
As seen in Table 2 , the defaulter proportion among males and fe males is similar (risk ratio 1'05, 95% CI of RR 0·95-1·16). Table 3 shows that paucibaciUary cases default more than the multibacillary cases (RR 1.62, 95% CI 1-47-1·78). Table 4 shows that the risk of defaulting among the different occupational categories is the same.
The risk of defaulting is the highest among cases without disability (RR 1'52, 95% CI of RR 1·38-1 ·68), and the lowest is among those leprosy cases wth Grade II disability (Table 5) .
Discussion
Tn 1986 out ofa total of884 registered leprosy cases at the Thaketa Health Centre 34· 16% (95% CI 31·03%-37·29%) of them were defaulters. This was similar to that of Hertroij's2 study where 32·4% were defaulters. In Koticha's3 study, which was conducted in Bombay, the defaulter percentage was 71 %. The highest defaulter proportion was in the 15-to 29-year age group (39, 27%), which is also the peak age of onset of leprosy in Myanmar.
As also demonstrated in Hertroij's2 and Koticha's3 studies, sex does not seems to be a factor in defaulting. The risk of defaulting is seen to be much higher among paucibacillary cases (RR 1'62, 95% CI 1·47-1 ·78). Because of their infiltrated lesions multibacillary cases may be more conscious of their appearances and this might motivate them to take treatment more regularly. As for the paucibacillary cases, because the disease apparently looks so benign, they may even doubt the diagnosis and therefore may be less willing to take treatment regularly. In Hertroij's2 study it was also observed that tuberculoid cases defaulted more, but in Koticha's3 study BB and BL cases were found to be more regular than LL or BT cases. In Koticha and Nair's4 study smear-positive cases, particularly borderline types, were seen to be more regular.
The occupation of patients is not a factor for defaulting, but it is surprising to note that out of 151 cases who were government employees, 34-44% of them were defaulters, and out of 183 students registered for treatment 34·97% of them were defaulters'. These 2 categories of people should be highly motivated to obtain treatment, and finding a similar proportion of defaulters among them as compared to other occupations denotes that proper health education to each individual patient is much in need. Table 5 shows that the risk of defaulting is seen to be the highest among leprosy cases with no disabilities (RR 1'52, 95% CI 1'38-1'68). Patients with grade II disability are seen to be less likely to be defaulters. Cases without deformity may be less motivated to obtain treatment, whereas for those leprosy patients with disabilities, they may be coming for treatment as a result of these disabilities. This was also found in both Hertroij's2 and Koticha's3 studies, where deformed cases are more regular in their treatment. This finding refutes the previous thinking that deformed cases, due to their difficulty in travelling, are more prone to default.
